To understand Phil Sunshine, it is important to have spoken with Molly Sunshine, his mother. Phil was born on 16 June 1930. Molly described Phil as having been a precocious child, surprising his mother with apparent memorization of many of the Mother Goose nursery rhymes even before he could speak. This talent was an early example of Phil's later impressive ability to internalize vast amounts of scientific information, but even more vast amounts of quotes, jokes and stories. During his early years, it became clear that Phil was indeed a quick learner and a very fine student. However, he asked his mother not to tell any of his friends what he got in school and, if they did ask, to tell them that he got Cs and Ds because he did not want them to dislike him. His report cards, of course, were nearly always perfect. This anecdote reflects another attribute of Phil, which is his incredible humility and sensitivity toward others. Friends have always meant everything to Phil Sunshine.
Although most of us know Phil for his many contributions to neonatology, he also served as Director of Pediatric Gastroenterology at Stanford between 1964 and 1980, making many important contributions to this fledgling field. Many of his original and very important scientific contributions have become so much a part of the history of developmental gastroenterology and nutrition that they are easily forgotten. For example, Phil was the first to show that lactose malabsorption can result from acute gastroenteritis, something that general pediatricians now take for granted; this landmark paper was published in Pediatrics in 1964 (ref. 1). The fundamental contributions made by Phil on intestinal disaccharides is further evidenced by an early report in Science in 1964 (ref. 2) . In another seminal paper, Phil shared the stage with Norman Kretchmer, his mentor, and Otakar Koldosky, describing the cellular migration of intestinal epithelial cells in suckling and weaned rats. This Nature paper was the first to show that newborns had delayed cellular migration, affecting their capacity to recover from injury and digest disaccharidases. Such fundamental work represents the scientific foundation of the rationale for the 7-to 10-day minimum duration of time one waits before refeeding infants with suspected or proven necrotizing enterocolitis. 3 However, Phil's great strength has always been his intellectual versatility and his extraordinary clinical insight. For example, he was also the first to describe the relationship of neonatal thyrotoxicosis to long-acting thyroid stimulator, later shown to be thyroid-stimulating immunoglobulin. 4 He was one of the first neonatologists to attempt (there were several who attempted at around the same time) mechanical ventilation of newborns.
Phil and friends described their experience in one of the first reports on a number of infants treated with assisted ventilation. 5 In 1971, Sunshine and colleagues introduced the first scoring system for selection of infants to be treated with assisted ventilation. 6 Moreover, one of the first follow-up studies 7 ever published on infants receiving assisted ventilation was reported by Sunshine and colleagues in 1974. In another paper, 8 Phil, working with Jack Remington and Mike Miller, demonstrated that when an elevated immunoglobulin-M (IgM) level was found in cord blood it was most frequently encountered secondary to placental leaks and could not be used as a marker of an intrauterine infection. This is another example of Phil's versatility as described by Jack Remington, Professor at Stanford Infectious Diseases. Jack wrote, 'Not many years after I came to Stanford, I was called to do serology on a newborn whose physicians on the Pediatric Service at Stanford were considering the diagnosis of congenital toxoplasmosis. We found the baby and mother to have IgG antibodies and reported that to the physicians. Shortly thereafter, I received a telephone call from Dr Sunshine and I remembered what he said: 'Jack, why don't you see if the baby has IgM antibodies to toxoplasma. Because IgM does not pass the placental barrier, demonstration of such IgM antibodies will demonstrate the diagnosis.' We immediately took his advice, set up gradients and found that the newborn did indeed have IgM antibodies. The result of Dr Sunshine's advice had a tremendous effect on the diagnosis of infection in the fetus and newborn. Following my collaborations with other investigators studying congenital syphilis, rubella and cytomegalovirus, it directly led to the TORCH screen. In all these years, it has not been Dr Sunshine who has been credited with the discovery, but rather myself. The first copy of each edition of our book, Infectious Diseases of the Fetus and Newborn, by Remington and Klein, has been sent to him with the inscription, 'Phil, I owe it all to you'.
I could go on describing Phil's scientific contributions in the area of developmental gastroenterology and nutrition and in particular to his early studies on the ontogeny of the However, what impresses me most about Phil's contributions is the breadth of his knowledge, his spirit of innovation and his willingness to promote other's careers by relegating himself to collaborating author on many of his later original contributions. Although encouraging his colleagues to push the envelope, he has always remained comfortable with change, giving credit to others, enjoying the success for his patients, humbly, humorously and in a self-effacing manner.
Phil is one of the 'originals' in neonatology, a neonatologist's neonatologist, one of our history's best, an endearing and enduring figure. His nurturing and jocular presence among us has had farreaching and powerful effects on many of our careers, and his students are now spread across the entire country, having roles in pediatric gastroenterology and neonatology. Although Phil is truly a national figure, he has always had a local role as a mentor. Phil Sunshine was one of the only people in the room to hear my first abstract presentation at the last session of the day of the Western Society for Pediatric Research meeting (one of those beautiful winter Monterey days). He encouraged me to present even though he had heard me many times before and still provided constructive criticism and a chance for me to respond in a semi-formal setting for the first time. Over and over again, Phil has been there for his students, and his career is reflected in them. I am one of those grateful students (Figure 3) . Thus, Phil has worked his way to the 'educational heart' of Neonatal-Perinatal Medicine, and has been involved with the construction of the certifying measure that is applied to all those who enter the discipline. Although never really taking full credit for his contributions, the quality and success of the examination is in large part due to Phil Sunshine's efforts. In fact, he still proctors the exam to this day. Moreover, it is only appropriate that someone with such tremendous breadth and depth of knowledge in our subspecialty and years of practical experience has dedicated over two decades toward ensuring the highest quality of education in our discipline. Phil's legacy is thus local, regional and national.
Phil has always been accessible to us in various settings, and he is one of those individuals who can be encountered just about anywhere in the country at any time. Because of his early research in developmental gastroenterology and nutrition, as well as in neonatology, he has often been sought out as an expert speaker, a 'jack of all (intellectual) trades,' the perfect generalist. However, Phil is first and foremost a neonatologist, and one of our finestFstill practicing at 80 years 'young' this year. He stands comfortably among the great leaders in neonatology and is more than simply a pioneer. He is one of the creators of our discipline.
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Modern pediatric residency programs generally provide a week of orientation before the internship year begins. Thirty-five years ago when I began my internship at Stanford the orientation process took about 20 min.
The Chief Resident, Dr Myron Leibhabber, wrote to each of the 13 new interns, indicating that at 5:00 PM on June 30, the day before our internship was to begin; we should meet in the Faber Library of the Stanford Medical School. Making careful calculations I planned to arrive 20 min ahead of time, but I somehow got there an hour early. The other 12 in my class were already present, and the thought occurred to me that we had much in common.
By 5 PM the new pediatric interns were already pretty well acquainted with each other. Five minutes later Dr Leibhabber arrived and officially began the orientation process. His long black hair was well-oiled and combed straight back, like Count Dracula's. He had a huge mustache reminiscent of Yosemite Sam, which obstructed the view of most of his face. Following a few forgettable announcements Dr Leibhabber asked us to take from our packet the sheet listing our monthly rotations.
'Drs Christensen and Mallard!' he said, 'you'll be starting tomorrow morning in the Stanford NICUFthat's the neonatal intensive care unit'. After a few second's pause he added, 'Its called baptism by fire' and then his great moustache did a back and forth twist, like a celebration dance. I didn't know what he meant by that but I deduced it was not something good.
My first day at work began in an already sleep-deprived state, owing to anxiety the night before. As was presaged in my night terrors, way too much was happening. The NICU consisted of a series of many small rooms overfilled with isolettes, tiny sick babies, and very busy people. An X-ray machine was being maneuvered around a tight corner, alarms, beepers, and buzzers were playing dysphonic chaos and everyone was talking at once. Then someone shouted 'extubation' and I was pulled toward an isolette and handed what looked like a toy laryngoscope.
'I really don't know how to do this!' I quietly confessed to the person who pulled me there. He was using an anesthesia bag with a tiny face mask. He was dressed like I was, but didn't have a name tag so I had no idea if he was a resident, neonatologist, or what, but he definitely knew a lot more than I did. He quickly stationed me near the baby's head while he stood at the feet-end. In a rapid motion he suctioned some disgusting goo out of the baby's mouth and then handed me an endotracheal tube so tiny it could have been made for Barbie.
'You have intubated patients in the OR in medical school, right?' he asked hopefully.
'Yeahytwice, but they were both adults and they were asleep' I confessed.
'Well it's the same but a lot smaller and you have to go fast because the heart rate is falling.' Maybe this is what Dr Leibhabber was talking about yesterday.
'Don't' crank the blade back. Just use it to lift the jaw up, so you can see in there' my coach said. 'Can you see the cords now?' 'I think so. Yeah, I definitely do'. 'Well then put the tube right smack between them.' I did so and proceeded to advance the tube as far as it would go. 'WHOA MAN!' He said embarrassingly loud, and he took over for me, withdrawing the tube carefully to a mark he said was '7 and 1/2 cm at the lip'. Then he said, 'Good job! Now go order an X-ray to check the tube placement. ' 'Yes sir, thank you very much. You're a good teacher' I said, and I meant it.
Work rounds started at 8 AM. The rounding team consisted of a senior resident, a junior resident, two interns (Dr Bob Mallard and me) and the charge nurse. I was told Dr Sunshine would come to make 'Attending Rounds' with us at 3 PM.
'Isn't he going to join us on rounds?' I asked the senior, pointing to the doctor who earlier had talked me thorough the emergency intubation.
The resident gave me a look that said, 'You really are a new intern, aren't you?', but the words were kinder. 'No' the resident pointed out, 'that's the bedside nurse. ' Wow! I was really shocked by that revelation. I remember thinking 'If the nurses here are that good, why to they need doctors?'
